PUBLISHED IN SOCIAL SCIENCE AND MEDICINE, 71(10). AUTHOR'S FINAL (REFEREED) COPY. FOR CITATIONS PLEASE USE JOURNAL'S COPY. June 24, 2011 4 Special Issue brings together multi-disciplinary, critical and contextualised analyses which provide insight into why reproductive care is often still not effective, affordable or acceptable.
Furthermore, the papers describe how broad and cross-sectoral perspectives can improve understanding of and therefore action for change.
In this editorial, we set the scene by providing epidemiological data on the prevalence of loss in childbearing. We underscore the need for an interdisciplinary, contextualised approach by highlighting the multi-dimensional nature of loss. We identify some of the main insights that the collection offers to those seeking to improve people's reproductive health. We draw attention throughout to loss in childbearing as a physical, psychological, social, economic and public health problem, intertwined with social, political and economic inequities that are affronts to social justice and human rights.
The burden of loss in childbearing
Loss in childbearing is common in resource poor-countries (see table 1 ). Maternal mortality in developing countries remains worryingly high (Hill et al., 2010; Hogan et al., 2010) , despite a reported global decline of the maternal mortality ratio (MMR) from 422 in 1980 to 251 (221-289 1 ) per 100,000 live births in 2008 (Hogan et al., 2010) . Uncertainty around these modelled estimates, however, is considerable and they suggest only a slow rate of decline, still requiring considerable acceleration if the MDG target of a reduction by 75% between 1990 and 2015 is to be attained. In addition, the global reduction masks substantial regional variation. For instance, some countries in Asia have experienced a substantial fall in MMR, but the reduction in maternal deaths in southern and western sub-Saharan Africa is negligible and rates have even increased in some African countries, possibly due to conditions such as HIV (Hill et al., 2010; Hogan et al., 2010) .
Moreover, women who survive childbearing may be 'near-misses' who experience severe and acute maternal morbidities, such as severe haemorrhage, eclampsia or sepsis. It 1 Uncertainty intervals in brackets PUBLISHED IN SOCIAL SCIENCE AND MEDICINE, 71(10). AUTHOR'S FINAL (REFEREED) COPY. FOR CITATIONS PLEASE USE JOURNAL'S COPY. June 24, 2011 5 is estimated that for every maternal death, 30 women suffer some form of severe or disabling morbidity (Prual, Bouvier-Colle, de Bernis, & Breart, 2000) . Maternal morbidities often occur alongside death of the baby (stillbirths, neonatal deaths), or lead to future loss through spontaneous abortions or infertility. (Collin, Marshall, & Filippi, 2006; Souza et al., 2010) Stillbirths are largely invisible, being widely underreported in developing countries. It is estimated that only 2% of the 3 million annual stillbirths are reported in routine registration systems (Lawn et al., 2010) .The rate of 26 per 1000 births (WHO, 2007a ) is more than 4 times higher than western stillbirth rates. The high rates are thought to result from poor maternal health, inadequate care during pregnancy and pre-and post-delivery, and lack of newborn care (WHO, 2007a) . A recent WHO publication argues that in many resource-poor societies, 'neonatal deaths and stillbirths are not perceived as a problem, largely because they are very common ' (2007a, p.2) . Papers in this issue (van der Sijpt; Haws et al.; Hough) demonstrate, however, that stillbirths and neonatal deaths are real problems for people, although capturing people's perceptions and ways of expressing sensitive and culturally nuanced matters concerning neonatal deaths, stillbirths and miscarriages is difficult. We cannot continue to ignore the complexity of the problems involved.
Induced abortion rates in resource-poor and -rich settings are very similar, but, importantly, unsafe abortions rates differ considerably. These are abortions performed by people lacking the necessary skills or in an environment that does not conform to minimum medical standards, or both (WHO, 2007b) . About 97% of all unsafe abortions are performed in resource-poor settings (Sedgh, Henshaw, Singh, Ahman, & Shah, 2007) . They often have dire health consequences, including infertility, and cause between 4% to 12% of maternal deaths in developing countries (Khan, Wojdyla, Say, Gulmezoglu, & van Look, 2006 (Sharma, Mittal, & Aggarwal, 2009 ). In sub-Saharan Africa, the prevalence of (primary and secondary) lifetime infertility ranges from 11.8%-19.6%, in Asia from 5% to 15.1% (Boivin, Bunting, Collins, & Nygren, 2007) . There are problems, though, with how demographic and epidemiological studies define infertility: infertile couples are those who have not had a live birth for a certain number of years, normally 2, 5 or 7 years, although married. In non-western settings, however, people often see themselves as having a fertility problem long before the required number of years have passed, and those who are not married can experience fertility problems too (Gerrits, Boonmongkon, Feresu, & Halperin, 1999) . In resource-poor settings plagued by so many life-threatening health problems, policy-makers and practitioners may consider infertility relatively insignificant. Yet, in these settings, infertility has serious social, psychological and economic consequences (Ombelet, Cooke, Dyer, Serour, & Devroey, 2008) . In the absence of a social security system, older people are often dependent on their children's economic and practical support (Ombelet et al., 2008) . In several African countries, up to one third of gynaecological and family planning consultations concern infertility (Rowe, 1999). This demonstrates its local importance. 2 Rates are provided for Asia and sub-Saharan Africa only because these are the geographical areas on which the papers in this special issue focus 3 Different studies use a different time-scale to measure infertility, varying between 12 to 60 months. 4 (Sedgh et al., 2007) 5 {WHO, 2007 16 /id} 6 (Hill et al., 2010) The importance of an interdisciplinary approach to loss in childbearing
The high prevalence of loss in childbearing in resource-poor settings underscores that loss is the product of the interaction between biological processes and events, and the specific social, political, and economic context, including the local health system. Therefore, loss in childbearing must be studied from multi-or inter-disciplinary perspectives which draw both on medical and social sciences in order to be properly understood. While this holds true for all health problems (e.g. malaria, TB), there are several reasons why this is particularly pertinent to loss in childbearing (cf. Pittrof & Campbell, 2000) .
First, as the papers in this Special Issue demonstrate, there are profound social meanings attached to bearing children or failing to do so (see section Contextualised understanding of loss in childbearing ). In resource-poor settings, there are strong normative expectations that once married, one ought to bear children. Those who fail to meet these expectations, whether because of infertility, stillbirths, spontaneous or induced abortion, are vulnerable to negative moral judgements and maltreatment by partners, relatives, community 8 (Boivin et al., 2007) 7 In brackets: uncertainty intervals. Second, physical loss often leads to profound financial loss. For example, although maternal mortality was long seen as a medical problem, a maternal death can result in a cascade of other losses which affect families and their livelihoods. We know that loss of income and household debt can result from loss of the earning potential of a woman and also from the costs of accessing care (Storeng et al., 2008) , with long term, down-stream effects on the integrity and survival of the family as a whole . Hence, the loss experience and the available means of managing or preventing loss depend on people's social and economic positions. As Colen (1986) and Rapp and Ginsburg (1995) have argued, reproduction is stratified. The possibility, experience and valuation of reproduction differs for people with unequal access to material and social resources, due to hierarchies in class, gender, ethnicity, and place in the global economy. Hence, in order to prevent and mitigate suffering caused by loss in childbearing, we need to obtain a holistic understanding of loss and how it affects individuals' and families' physical, mental, social and financial well-being. Acknowledging this, the first author ( As a collection, this Special Issue increases the breadth and depth of our insights into loss in childbearing. Its multi-disciplinary character allows for the unearthing of a wider range of features and concerns, due to the use of social science perspectives and qualitative and mixed-methods in a domain of study traditionally dominated by quantitative public health research. Moreover, by bringing together different types of loss which are normally studied and treated separately, we can identify cross-cutting themes and insights of value for anyone wanting to understand or improve people's reproductive health. We will highlight these in the next section.
Contextualised understanding of loss in childbearing
This Special Issue sheds light on social meanings and expectations concerning reproduction (3.1), the social character of the management of loss in childbearing (3.2) , and the combined impact of social and economic vulnerability (3.3) . These aspects make loss in childbearing particularly problematic in resource-poor settings. They are also main reasons why accessing safe and affordable reproductive health care is so often impossible / problematic for people in resource-poor settings.
Failure to reproduce: A breach of social expectations
The papers demonstrate that there are profound social meanings attached to bearing children (cf. Pittrof & Campbell, 2000) and of failing to do so, whether because of failure to conceive, stillbirths, spontaneous or induced abortions or early neonatal deaths. In resourcepoor settings, there are strong normative expectations that married couples ought to bear children (Inhorn & Van Balen, 2002 ; see also de Kok, 2009) , and parenthood, and especially motherhood, is a condition for adulthood (Hough, Nahar). Women who fail to give birth to a live child, but especially those who fail to conceive, can become subject to various forms of Hough; Nahar). Children facilitate social well-being because they are a source of identity, status, power, and economic survival; they can provide essential support for women in old age and cement a husband's emotional and economic support (Nahar; Hough; van der Sijpt;
Storeng, Murray, Akoum, Ouattara & Filippi). When a marriage remains childless, a man may have affairs, start a polygamous marriage or separate from his wife (Koster; Nahar; Storeng et al.) . Sometimes a man abandons his wife if she did not give birth to a live baby, even if she barely survived the delivery (Storeng et al.) . One reason for this is the financial consequences of near-miss events which often result in tensions between the woman, spouse, and relatives, especially if the complications led to loss of the baby (Storeng et al.) .
Hence, the loss experience is fundamentally social. Failure to bear children breaches social expectations, and seriously threatens people's emotional, social and economic well-being. In fact, Koster suggests that some may consider a childless life to be worse than death.
Prevention and management of loss as a social process
Preventing and managing loss in childbearing are fundamentally social processes as well, shaped by social meanings, expectations and relationships. When failing to conceive, women tend to seek help from multiple biomedical and indigenous or religious sources. This intense health-seeking behaviour appears related to social pressures and normative expectations that one ought to bear (live) children (Hough, Nahar; see also de Kok & Widdicombe, 2008) . More frequently, however, social expectations and interpretations mean that women do not make use of care meant to prevent loss or mitigate its consequences. For instance, adhering to health practitioners' advice to rest or to delay pregnancy by using family planning after a near-miss event is difficult for women due to social pressures to conceive again soon, regardless of the potential health impact (Storeng et al.) . In general, childbearing is seen as so important, and infertility as so disastrous, that women may refuse to use family planning out of fear that this reduces their reproductive potential. Ironically, this may lead to unwanted pregnancies and abortions that increase the risk of infertility (Koster). Prevention and management of loss are social processes because they are informed by social meanings and expectations, but also because it is often not the woman herself who decides to seek care. In their quest for conception, women are often pushed and accompanied by relatives (Hough; Koster; Nahar, see also Inhorn, 1994 Furthermore, the awareness that management is a social process and that decisions are made by social bodies questions the concept of 'informed choice' (van der Sijpt), promoted in the wake of the ICPD and the development of human rights approaches to sexual and reproductive health. Although thought to be crucial to an ethical approach to promoting healthy behaviours, 'informed choice' may be based on a false (western) ideal of an autonomous individual (van der Sijpt). Women, and even couples, are not isolated decision-makers who make choices solely or even mainly based on health risks. Rather, their decisions are socially constructed and influenced by other social actors who have their own stakes in reproductive decisions and outcomes (van der Sijpt).
Stratified reproduction: Social and economic vulnerability
The papers highlight the relevance of the concept of stratified reproduction (Colen, 1986; Ginsburg & Rapp, 1995) The social and economic threats which loss poses are of course particularly pertinent to women from poor socio-economic backgrounds. Loss can leave them economically and socially even more vulnerable and marginalised (Storeng et al.) . Many young, single women have a low socio-economic status, and their pregnancies will often be unwanted. Yet, if seeking to terminate a pregnancy, these young, single women face particular social restrictions regarding abortion and post-abortion services and the professional and social support they can obtain. While married women can more easily pretend that they suffer complications due to a spontaneous miscarriage (Koster), there is a greater need for single women to hide an abortion and any complications in order to avoid social condemnation.
This impedes access to care, with potentially deadly consequences.
Hence, the risks and consequences of loss in childbearing, but also the available coping strategies, differ according to people's socio-economic position. Nahar demonstrates this with respect to infertility; in Bangladesh, only wealthy, urban women have access to assisted reproductive technologies, although their 'quest for conception' (Inhorn, 1994) tends to be as lengthy and unfruitful as poor rural women's. As other authors have shown (Gwatkin, 2005) , there are inequities in access to quality maternal care as well, with access Nevertheless, inequities and social and economic vulnerability are highlighted once more. Rather than living in a world where we have 'reproductive health for all' (UN, 2006) , we live in a world where reproduction, reproductive health and reproductive health care are all fundamentally stratified.
Implications for policy, practice and research
All the papers in this Special Issue provide specific recommendations for reproductive health policy and practice. We will not reiterate these here, but draw out some recommendations based on a synthesis of the individual papers' analyses.
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Multi-sectoral, interdisciplinary efforts
The collection of papers highlights an exceptionally wide range of consequences of loss in childbearing, with loss disrupting bodily integrity, economic well-being, and social identity and relationships. In addition, the papers show that some people are more vulnerable to loss in childbearing than others. Attention to social and economic vulnerability draws attention to how social, economic and political factors such as poverty, gender, power differentials and social relations (between relatives and spouses, between professionals and patients, and amongst professionals) influence the experience of loss but also the use and provision of services.
Hence, to give greater depth to policy formulation and to make interventions more effective, the whole spectrum of evidence generated from medical, social and economic perspectives is needed. For instance, maternal health policy should not just be about averting loss of maternal life but also about other (social, economic) losses. A better integration between social and health policies is required (Storeng et al.) . This would increase our ability to address the range of consequences of loss in childbearing and the inequities in terms of risks of experiencing loss and its consequences. Such a recommendation is not new (see e.g. (DFID, 2004; Paruzzolo, Mehra, Kes, & Ashbaug, 2010 ), but nor is it easy to put into practice, particularly as researchers like to communicate evidence in the form (or discipline) with which they are familiar, while policy makers and practitioners may not have the time or access to multiple data sources.
Contextualisation rather than 'one size fits all' approaches
The papers problematize global health and development initiatives based on western agendas and medical science insights into the 'universal' or biological body, rather than the culturally variable 'social body'. For policies and interventions to be effective, they need to be tailored to local interpretations of loss, risks, and the profoundly stratified social, economic and moral worlds in which people live. That is to say, individuals experience loss in contexts PUBLISHED IN SOCIAL SCIENCE AND MEDICINE, 71(10). AUTHOR'S FINAL (REFEREED) COPY. FOR CITATIONS PLEASE USE JOURNAL'S COPY. June 24, 2011 16 in which they are surrounded by, and have relationships with, various social actors who have their own stakes in and judgements about their reproduction. In that sense, how loss is experienced and managed depends on local social and moral worlds.
Drawing on Pigg (2005) , Hough notes that the HIV epidemic led to a medicalisation of sexual and reproductive health, while socialisation and contextualisation are required with more attention paid to economic, political, socio-cultural, marriage and kinships contexts, and 'morally saturated interpersonal relationships' (Pigg, 2005, p.50) . The papers demonstrate tensions between local and public health perspectives and agendas. Not bearing children is clearly highly problematic for women and their families. Yet, infertile women and those experiencing involuntary loss are still largely ignored by governments and NGOs, who tend to equate women's health with maternal and child health, and whose agendas still often prioritise curtailing fertility and HIV (Hough). There have been some changes recently, but, the broad, holistic ICPD agenda has not yet been sufficiently taken up. In fact, the ICPD and subsequent sexual and reproductive health policy documents that focus on informed choice may have led to a neglect of those who suffer from involuntary loss (van der Sijpt). At the same time, Haws et al.'s' analysis shows that women themselves may want to hide their pregnancy loss, and grieve in silence and isolation. In order to enable them to make use of services and support, their concerns need to be addressed.
PUBLISHED IN SOCIAL SCIENCE AND MEDICINE, 71(10). AUTHOR'S FINAL (REFEREED) COPY. FOR CITATIONS PLEASE USE JOURNAL'S COPY. June 24, 2011 17 In general, if we want women to use reproductive care, we need to find ways to tailor care to specific social and contextual aspects because decisions to seek care will be based on a range of social and economic as well as health considerations. Moreover, international public health initiatives should be tailored to local reproductive goals and concerns, such as preserving fertility or overcoming loss. This will then allow pursuit of the international health agenda of family planning and HIV reduction as well (Hough). June 24, 2011 18 communities. We need to examine and address the dynamics of these relationships and how they affect the quality and appropriateness of care (Freedman et al., 2007) .
Contextualising programmes and interventions

Methodological implications
The papers also contribute to methodological developments in the area of loss in In general, then, combining public health and social science perspectives enables us to go 'beyond body counts' (Storeng et al.) and paint a fuller picture of the issues at stake. 
Conclusions and the future for multi-disciplinary research
This collection increases our understanding of the range of experiences, interpretations and management of loss in childbearing at the level of local communities as well as global initiatives. Important insights are derived from critical, contextualised and multi-disciplinary analyses, and the examination of standard methodologies (verbal autopsies, surveys) and
categories (e.g. induced and spontaneous abortions, informed choice). The papers highlight how interpretations of loss and its management vary between disciplines, socio-cultural contexts, and between people 'on the ground' and policymakers or NGOs, with implications for the success of policies and interventions. By combining perspectives and examining conceptual and methodological assumptions, we have the added value of bringing an unusually wide range of physical, psychological, social, and economic loss into view.
Moreover, it is clear that economic and gender inequalities are paramount to the experience PUBLISHED IN SOCIAL SCIENCE AND MEDICINE, 71(10). AUTHOR'S FINAL (REFEREED) COPY. FOR CITATIONS PLEASE USE JOURNAL'S COPY. June 24, 2011 20 and consequences of loss in childbearing, whether loss pertains to the mother, the unborn child or reproductive potential. Being a woman, and being poor, increases the risk of experiencing loss, aggravates its consequences and limits one's options to prevent, manage and cope with loss. Reproduction is truly stratified (Rapp, 2001) , and understanding it requires contextualisation and attention to social aspects and processes, including socioeconomic and political inequalities.
There are, of course, still gaps in our knowledge. The call for papers for the 2008 workshop resulted in few papers on infertility and after the peer-review process, we were able to include only one paper which focuses specifically on infertility. There is scope for more high quality infertility studies. Furthermore, the papers in this special issue pay relatively little attention to men's experiences and perspectives. In general, men are underrepresented in reproductive health research, policies and interventions (Dudgeon & Inhorn, 2004) . Calls for 'male involvement' are easily made and have been common since the ICPD (UN, 1994; Cohen & Burger, 2000; Dudgeon & Inhorn, 2004) . A first step towards getting men involved in sexual and reproductive health is including them in research. Amongst other aspects, more information is required about the circumstances under which women and men themselves want men to be involved in reproduction. Finally, there is a need for more operational and implementation research, given findings such as health practitioners' lack of accountability, maternal care being based on social characteristics rather than need A last issue concerns the scope for inter-and multidisciplinary research. We have identified some advantages of bringing social sciences into a domain traditionally dominated by medical and public health sciences in order to obtain a fuller picture of loss through introducing inductive, contextualising methodologies and illuminating theoretical social science concepts. The challenges, however, also need to be acknowledged.
PUBLISHED IN SOCIAL SCIENCE AND MEDICINE, 71(10). AUTHOR'S FINAL (REFEREED) COPY. FOR CITATIONS PLEASE USE JOURNAL'S COPY. June 24, 2011 21 First, striving for analytic depth may limit practical relevance. As we noticed ourselves during the workshop, and whilst producing this editorial, fruitful collaboration between academics from different disciplinary backgrounds may require translation of each others' concepts (Bevan, 2006) alongside active efforts to communicate with each other. Scientists from all disciplinary areas need to develop heightened awareness of the needs of others and must use language and concepts that can make their ideas accessible and engage scholars from other disciplines. Such 'translations' include explaining the relevance of social analyses for policy and practice.
Second, divergent disciplinary cultures and histories have been identified as hurdles to multi-disciplinary research (Bevan, 2006) . Different social and medical sciences vary in the extent to which they require explicit pre-determined procedures such as pre-coded questionnaires, or are more responsive to serendipitous events and to the needs and concerns of the people with whom the researcher is working. This can be a challenge for writing up and communicating qualitative social science studies in particular and having them accepted as rigorous and valid.
This may be a matter of changing disciplinary customary practices, but it could also relate to power relationships between disciplines. The political economies of disciplines and of donor-driven research have been identified as a third hurdle to inter-and multidisciplinary work (Bevan, 2006) . Participants at the Edinburgh workshop on loss in childbearing identified power differentials between public health and social sciences as a potential barrier to the uptake of social science research. They also noted that policymakers may not have the time to await the results of ethnographic or longitudinal studies, or may not be convinced that they are worth the investment. Thus, the disciplinary preferences, assumptions and concerns of those who fund and implement research are potential hurdles that also need to be addressed. This could be done through persuading others of the value of apparently 'fuzzy' and resource-intensive in-depth social science research. In addition, Pitchforth et al.
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The ESRC Research Group on well-being in developing countries has developed a framework in order to facilitate multi-disciplinary development research (Bevan, 2006) . The framework identifies key features according to which disciplinary approaches differ (see table1). One could chart these characteristics in a table with disciplines in the horizontal axis Table 1 . Features of disciplinary approaches (Bevan, 2006) , applied to the study of loss in childbearing
